Introduction
The newly emergent coronavirus (2019-nCoV, now known as SARS-CoV-2) was first identified in Wuhan in December 2019 and spread rapidly to all provinces and cities in China [1] .
Current research suggests that efficient transmission of SARS-CoV-2 from infected individuals (both symptomatic and asymptomatic) to uninfected contacts can result from respiratory droplets, aerosols, and direct contact. Other routes, including the fecal-oral and mother-to-child vertical transmission, have not been confirmed. The main clinical symptoms of SARS-CoV-2 infection (known as COVID-19) are fever, fatigue, and cough leading to pneumonia that can develop into acute respiratory distress syndrome [2] [3] . There are currently several documented cases of patients diagnosed with COVID-19 that had digestive findings as the first sign of disease [4] . We present a case of COVID-19 that presented to our hospital with a chief complaint of hematochezia. Colonoscopy was also recommended to clarify the acute colorectal findings and to identify the source of bleeding.
Case report
On the fifth day of admission, the patient's condition remained stable. Colonoscopy revealed three polyps in the colon, but no tumors or hemorrhagic sites were identified. Therefore, hematochezia secondary to infection was considered. On this same day, the bloody stools disappeared, but the patient suddenly developed a fever, with peak body temperature measured at 39℃ (Figure 1 ). The patient denied any symptoms including chest tightness, cough, expectoration, or dyspnea. The physical examination on this day was notable for bilateral rough breath sounds and moist rales in the lower right lung. He was treated with dexamethasone injection, and the fever disappeared.
Laboratory tests on and during admission revealed a white blood cell count within the normal range, but the number of lymphocytes and platelets as well as red blood cell count, hemoglobin, and hematocrit levels all decreased gradually during the hospital stay ( Table 1) .
The rapid antigen test was negative for both influenza A and B and blood cultures were negative. On hospital days six and seven, throat swabs obtained from the patient tested positive for SARS-CoV-2 by real-time RT-PCR. CT scan images on admission showed no abnormality ( Figure 2 ), but when repeated on the fifth day after admission, the CT scan revealed infiltrates in the lower right lung (Figure 3 ).
Upon questioning, the patient disclosed his granddaughter had contact with people who had returned from Wuhan. This contact took place on January 23, 2020 and lasted for Based on the epidemiological history, detection of SARS-CoV-2 by real-time RT-PCR, and the chest CT scan findings, the patient was diagnosed with COVID-19. On his seventh day of admission, he was transferred to the first affiliated hospital of Henan University of Science and Technology for further evaluation and treatment.
Discussion
The patient was an 83-year-old man who developed hematochezia three days after indirect contact with individuals returning from Wuhan. Nine days later, he developed fever and lung inflammation with throat swabs that tested positive for SARS-CoV-2. As such, he was diagnosed with COVID-19. No source of bleeding was identified by colonoscopy or abdominal CT scan and as such, we considered the possibility that hematochezia might be secondary to infection with SARS-CoV-2 pathogen. Unfortunately, we did not determine whether SARS-CoV-2 could be detected in stool specimens, which may have provided further direct evidence in this case. At this writing, there are several reports of diarrhea associated with the presentation of SARS-CoV-2 infection [4] , but to the best of our knowledge, this is the first report of hematochezia as the presenting symptom and chief complaint.
Upon diagnosis, the patient was transferred to the first affiliated hospital of Henan University of Science and Technology, and as such we have no additional follow-up information.
Six days after the patient left our hospital (February 7, 2020), another 63-year-old male patient − who had been on the same ward with underlying diagnoses of intestinal obstruction and postoperative recurrence of rectal carcinoma − developed fever and was also diagnosed with COVID-19. The ward was emptied and sterilized repeatedly; the Center for Disease Control (CDC) collected samples from numerous surfaces including the desktop, bed sheets, and quilt covers. SARS-CoV-2 was detected on these surfaces even after repeated attempts at sterilization. These results suggest that these patients may have carried high viral loads.
Taken together, our findings with respect to this case patient suggest that fever and respiratory findings may not be the only presenting signs and symptoms of SARS-CoV-2
